| INTRODUCTION
Despite the availability of validated scales to measure sedation and the knowledge that advancing sedation occurs prior to respiratory depression, adverse events continue to occur in the hospitalised patient receiving opioids for management of their acute pain. The supports that exist in practice for sedation assessment are confined to linear scales that measure arousability without strong direction for pain management or depth of assessment (Dunwoody & Jungquist, 2018) . One factor that could contribute to nurses not detecting advancing sedation is the lack of sensitivity and specificity in the way nurses measure opioid-induced sedation. This article will report the results of a study exploring the components and processes that nurses use when assessing level of opioid-induced sedation.
| BACKGROUND
In layman's terms, sedation is a relaxed, calm or sleepy condition related to the administration of an opioid or other sedative (www.
merriam-webster.com/dictionary/sedation, 2018). Sedation is a challenging concept to assess for several reasons: (a) patient's responses to the sedating effects of opioid medications are individualised and dynamic, (b) patients can easily transition from one level of sedation to another and back, making the necessity of physical assessment and monitoring essential to prevent excessive opioid-induced sedation from advancing to respiratory depression or arrest and (c) there is a complex balance when titrating effective pain management with adverse side effects (Dunwoody & Jungquist, 2018; Jarzyna et al., 2011; Young-McCaughan & Miaskowski, 2001 ).
There is evidence that the current methods of measuring sedation are not sufficient and contribute to patient harm. Despite the use of validated sedation scales and published guidelines for monitoring for opioid-induced sedation and advancing respiratory depression (OISARD), it is estimated that between 0.003%-4.2% of all hospitalised patients will experience an adverse event including OISARD (Davis et al., 2017; Herzig, Rothberg, Cheung, Ngo, & Marcantonio, 2014; Jarzyna et al., 2011; Kane-Gill, Rubin, Smithburger, Buckley, & Dasta, 2014; Kessler, Shah, Gruschkus, & Raju, 2013; Rosenfeld et al., 2015) . In a 2013 survey of the American Society of Pain Management Nurses members, Jungquist, Willens, Dunwoody, Klingman, and Polomano (2014) found that although 76% of their members endorsed utilising a sedation scale for patient interventions regarding opioids, only 66% felt that the scales were useful in preventing adverse events suggesting that the scales are missing part of the concept of sedation. The impact of not having a validated, standardised approach to sedation assessment, respiratory assessment and the corresponding pain management practices that are warranted, forces nurses to rely heavily on highly variable and less reliable approaches such as integrating pain scores, vital signs, individual scales, clinical judgement and nursing intuition developed from previous experiences (Dunwoody & Jungquist, 2018) .
There is a gap in effectively assessing opioid-induced sedation, and this gap could potentially be bridged with the knowledge embedded in expert clinical practice, once captured. Patricia Benner (1984) described expert practice as "a nurse that relies on her enormous background of experience, her intuitive grasp of the situations and deep understanding of the whole situation." Benner (1984) described that the failure to chart practices and observations has Using the Benner model of novice to expert and using a qualitative approach, this study was undertaken to understand the common meanings of sedation and shared practices in the context of postoperative pain management in expert surgical nurses, during pain management with opioids (Benner, 1984) . The purpose of this study was to describe the expert nurses' experiences and common meanings of advancing sedation for the purpose of informing nursing practice and increasing the knowledge of novice nurses working with patients with acute pain.
| METHODOLOGY
Heideggerian philosophy asserts that meaning is expressed through language as expressed in everyday stories, as based on a threefold structure of understanding that Heidegger developed encompassing: the fore-having, the foresight and the fore-conception (Diekelmann & Ironside, 1998) . The phenomenon of interest is the meaning of sedation in the context of an expert nurse managing patient's pain with opioids. The use of qualitative interviews regarding the lived experiences of nurses allows for the accounting of the practical situations using a narrative approach. Fore-having is the understanding that interviews are based on the background practices that allow us the practical familiarity with the phenomena (Diekelmann & Ironside, 1998 • This study recognises a deeper complexity in the way opioid-induced sedation is assessed and balanced with pain management by nurses in PACU.
• This study identified the concept of level of opioidinduced sedation to include the components of (a) arousability, (b) haemodynamic and respiratory stability, (c) mobility/motor function, (d) ability to interact and (e) safety.
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Heidegger defined, is based on the interpretive lens by which we approach understanding and is formed by our background practices and functions in conjunction with fore-having. Fore-conception speaks to the anticipated sense of what our interpretation will reveal and focuses on what nurse's fore-having and foresight will allow them to anticipate in any new experiences created (Diekelmann & Ironside, 1998 ).
Heidegger's interpretive phenomenology is utilised when the research questions seek the meaning of the phenomenon, from the perspective of the everyday experience of the informants. The researchers do not bracket their biases or preconceived understandings but makes themselves aware of them during interpretation. In this type of methodology, the researcher dwells within the narratives and engages in active listening with the goal to commit to a greater understanding of the meanings of the experiences.
| Design
The manuscript was developed, utilising the COREQ guidelines for reporting qualitative studies. The study took place in a tri-site Canadian suburban hospital with primary surgical patient populations of orthopaedic, general surgery, gynaecological and urological surgery.
Twenty expert PACU nurses were recruited based on the following protocol. The researcher attended organisational surgical nursing administrative and department of surgery and anaesthesia meetings to explain the study and request assistance. Surgeons, Anaesthesiologists and nursing administrators were asked to identify the expert surgical nurses using a definition based on Benner's novice-to-expert framework of nursing. A review of the literature regarding years of nursing practice and its relationship to skill development estimated that a nurse could gain proficient to expert skill level within a time frame from three to fourteen years (Benner, 1984; Bobay, Gentile, & Hagle, 2009; Bonner, 2003; McHugh & Lake, 2010) . Based on these findings, the inclusion criterion of 7 years of practice was selected.
Within Canadian acute care organisations, typically prior to working in the PACU, a minimum of 3 years of surgical nursing, critical care nursing or PACU experience is required. This prior experience gives nurses within the PACU a foundation of practice, based on working directly with post-operative patients such as in the critical care unit where patients recover directly after the operating room or on the surgical floor where patients are sometimes expedited through PACU to the floor. Nurses working within the PACU are trained in advanced cardiac life support training and work with a ratio of one nurse for every two patients, depending upon acuity. The PACU environment and nursing staff are supported directly by Anaesthesiologists and Surgeons who are within proximity of the unit and available to rescue a patient if needed.
An invitation was sent electronically to those nurses identified, asking for their participation and inviting questions regarding the study. The researcher held scripted information sessions at each facility to encourage participation. The study was approved by the University Institutional Review Board, and the corresponding study site. All participants spoke English, had greater than 7 years nursing experience and practiced within the current PACU setting for a minimum of 6 months.
| Data collection
The primary author, a female, doctoral student who works at the organisation as a Clinical Nurse Specialist in acute pain management conducted semi-structured individual interviews face to face, with the exception of two participants who requested that they interview together. All interviews were conducted in a private, dedicated space within the organisation, away from the clinical unit. The primary author and investigator worked collaboratively with the participants within the organisation and were in no position of authority or power to influence participation. In this case, it was assured that each participant was able to tell their own story. All participants signed an informed consent, completed a demographic form and agreed to have the interview audiotaped. Participants understood that they could choose to not answer any question and participation was voluntary. No participants dropped out of the study or refused to participate. Each of the twenty interviews collected took approximately 45 minutes to an hour to complete. All participants were given a $25 gift card as a thank you for their participation in the study. Nurses were asked to describe their current practices, challenging patient experiences and common patient experiences.
Prompts were used to further explore the narrative. Interview questions were pilot tested on two experienced nurses. See Table 1 for interview questions.
| Data interpretation
All interviews were recorded and transcribed verbatim. Field notes with reflective journaling were used during analysis to contextualise the data and avoid biases. Transcripts were verified with audio recordings for accuracy. Any identifying information was removed before analysis. Data were then analysed using an interpretive team, using the hermeneutic circle of interpretation to maintain rigour. The Table 2 ). Interpretation of the data continued until saturation was reached, and the team found redundancy, clarity and confidence in the data. Table 3 summarises characteristics of the four themes.
| Identifying pre-understandings
Before starting the study, the researcher identified pre-understandings and assumptions regarding the study (Koch, 1994) . Assumptions 
| Rigour
The study employed the de Witt and Ploeg's (2006) 
| RESULTS

| Participants
The demographic characteristics of the 20 expert nurse participants are summarised in Table 4 . Of the total purposive sample, 80% of the participants reported using an organisationally developed sedation scale as part of their everyday practice; however, only 18% of the participants could identify the specific characteristics of the scale. At the end of the interview, the participants were asked to compare two sedation scales with their current practice, which provided additional experiences of interpreting sedation not included in the scales. These sedation scales were the Pasero Opioid-Induced Sedation Scale (POSS) and the Richmond Agitation and Sedation Scale (RASS).
| Interpretations
Four themes and one linking constitutive pattern describe the experiences of nurses with assessing opioid-induced sedation and managing pain in the PACU. The themes are presented as separate entities; however, in the nurses' practice, the themes were entwined together in their experiences.
| Theme one. Recognising every patient is different
This first theme captures the nurses' practical understanding that in the PACU, each patient is different. The nurses relate to each patients' individuality and how they respond to meet their needs.
Nurse's stories reflect a holistic approach to sedation assessment, Many nurses spoke about the importance of non-pharmacological interventions such as applying warm blankets, or applying ice, or dimming the lights to ease the patient's pain. Many nurses recognised in that the goal with every patient is that "… they're alert enough and comfortable enough to eventually go to either the day surgery or the floor …" (P18). One nurse told the story of a challenging patient who had a history of chronic pain and therefore required more opioids which in turn, upped the stakes for the risk of the patient crashing from opioid-induced sedation. She stated:
He did keep breathing, surprisingly, (laughing) because we gave him one hell of a load. I remember looking at X[another nurse] and going oh my god, how much more morphine can we give this man, because and I mean he had so much pain right, and he really legitimately had so much pain. … we really couldn't give him more without admitting him to a unit or someplace where he, a step down unit, or someplace where he'd be monitored for his breathing.
Many nurses spoke about the practices they have adopted to balance the scales when alertness is decreasing and sedation is on the horizon. Their practices incorporated aspects such as adjusting the dosages of the opioids, giving small incremental doses, switching the type of opioid as ordered, changing the type of drug administered to better navigate that fine line while achieving the balance (P9; P11; P12; P14; P15; P16; P18). Nurses spoke about the vigilance required in practice around the assessment of patients after each dose of opioid (P18). Several nurses discussed patients who expected a higher level of pain management that supports increased sedation and intentionally request opioids beyond appropriate levels.
One nurse explained how patients such as this challenge her practices by forcing her to rely on her intuition:
It's a very, very tricky area because again where's the Masters 20% medicine because …, I didn't want to have to intubate them or give them Narcan and get back to square one because you just reversed all the opioids you just gave them.
The majority of nurses' stories reflected their shared practices around watching patients carefully and waiting for responses to ensure accuracy in assessments and interventions. All 20 nurses spoke about the skills they have developed watching patients and keeping "eyeball on everybody" at all times (P3). One nurse stated, So I'm kind of already eyeballing when they're coming through the door like are they writhing around, are they unconscious, are they awake. As soon as they're wheeled into the bed I put a stat monitor on, and an airway as they're breathing I'm watching immediately.
Another nurse spoke about the shared space in the PACU and how they were practicing watching and waiting by "keeping their eyes on everyone, sometimes you'll intercede with a patient that you feel is about to lose that balance."
One of the valued practices shared by most participants was the 
| Theme three. Engaging in iterative knowing
The third theme relates to the nurses' high level of skill and knowledge that comes from years of practice caring for large volumes of It's great to be able to tune into a patient that's not quite there because they're sedated, but at the same time you feel like you're able to sense what they're feeling and what they're doing it's great to be an advocate for a patient, I really like that.
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Another aspect of tuning into patients based on experience is the ability of the PACU nurse to identify anxiety in her patient. The nurses recognise the role anxiety has in the patient's surgical experience and how that anxiety can influence the perception of pain in the body. The nurses respond to these anxieties by offering patients support, comfort and education. One nurse supported this practice by stating:
I think the world that we live in today more and more patients are anxious. I just kind of calm them down telling them that you're are there at the bedside, you're doing everything to get the pain, comfortable telling them that you'll be giving that pain medication increments, … and you're reassuring them that you're going to get better.
The nurses' stories reflect identifying a picture of what pain and sedation look like in the PACU. In terms of the picture of pain, nurses vividly described the behavioural cues they see when patient's present to the PACU in pain. Behaviours such as "that panicked look in their eyes", grimacing, guarding, "almost like a grayish color", shaking and thrashing tell the nurses that the pain is not under control (P2, P4, P9). One nurse describes a young man that she cared for who was the picture of pain with her story:
He was a young guy, he had an ankle fracture, … the one OR, brought the patient out, he was just beyond any kind of pain scale available … We were just playing catch up the entire time, he honestly thought that he had woke up during his surgery and that they were still cutting and doing the procedure. He was like just that you know, going to meet my maker kind of looking at it like, his eyes were bulging, heart rate was through the roof, blood pressure wasn't too bad, but he was just you know, gasping, and just fear, just panic on his face . …, but he was in so much pain that he thought for sure something horrible was happening to him.
The nurse's stories talked about patients they witnessed in great amounts of pain and how despite the patient's subjective report of pain, they are able to recognise the patient's pain based on their experiences, and help the patients achieve a better level of comfort.
One nurse tells the story of engaging her patient to acknowledge the presence of pain, despite the patient's denial of pain: This is where your skill level as a professional comes in, that you are able to assess that patient and say I can see you're denying you have pain, but I can see that you're having pain because you got a bead of sweat on your forehead, you're clammy, you're vasodilating, you can tell your blood pressure's up, your heart rate's up, these are all signs of having pain.
So even though you're denying it, we know that you're having pain.
In terms of identifying the picture of sedation in patients, the nurses had rich descriptions of how they differentiate level of sedation in their practice. Nurses relate sedation level to respiratory effort throughout their stories and an appearance of calmness, sleepiness or relaxation that is seen as sedation is progressing. One nurse describes it as:
Shallow respirations, slow respiration, lowered heart rate, … they tend to look more relaxed I think. They Because you look at a monitor, and then look at your patient, and you see the rate is 22, and you look over, and it's kind of an irregular 22, or a gasping 22. It makes it a very different rate, or shallow 22, breathing will probably be the biggest thing that I would watch.
Is it regular? Are they taking big size in between? Is it very shallow? and that sort of thing.
The nurses' stories reflect their shared practices of personalising the discharge criteria of PACU to meet the patient's needs despite To the nurses interviewed, sedation assessment is something that is being persistently done throughout the entirety of a patient's stay in the PACU as they are practicing watching and waiting.
Nurses interpret sedation outside of, but inclusive of, the framework of arousability identifying a picture of pain that they initially report in their stories, incorporating observational data such as behavioural cues, skin colour, haemodynamic stability, respiratory stability, movement, ability to interact and safety into what sedation means for their patients.
Nurses shared practices capture these components of sedation in their interventions. Nurses define a "good" PACU patient as the following, "The definition is that you're able to meet the needs of the patient, where they're at" (P18). They utilise practices around pain management such as adjusting dosages of opioids, changing drugs or type of drug, using non-pharmacological measures, and watching and waiting for patient responses to interventions to achieve the goal of patient comfort while sparing the expense of decreased alertness.
The themes and pattern interpreted from the interviews was sent out to the participants to validate the findings. One nurse com- Heideggerian phenomenology was integrated into the research which acknowledges the temporal nature of the research as timeas-lived and ongoing (Diekelmann & Ironside, 1998) . It includes the threefold structure of understanding based on first; the nurses' everyday experiences and background practices gave them a familiarity with understanding sedation (fore-having). Secondly, the researchers focused their interpretive lenses to approach the understandings of opioid-induced sedation based on nurses' practices and iterative knowledge (foresight). Thirdly, nurses' common meanings and shared practices of opioid-induced sedation provided knowledge to support anticipating future patient experiences (fore-conception) (Diekelmann & Ironside, 1998) .
The evidence is sparse on the process that nurses use when assessing for opioid-induced advancing sedation. While there is evidence of the clinical impact of adopting the use of sedation scales into practice, there is no evidence on how nurses integrated sedation scales into their critical thinking skills. This study was the first to document the components integrated into the process of assessing opioid-induced sedation. Varndell, Elliott, and Fry (2015) conducted a systematic review of sedation-scoring instruments for use of adult patients in the emergency department. Within the 27 observational sedation scales found, it was determined that six patient behaviour domains of assessment were captured: patient's responsiveness to physical or auditory stimuli, agitation, physiological parameters, ventilator synchrony, anxiety and pain (Varndell et al., 2015) . The majority of the scales reviewed captured two domains or less within the content of the scale. Both the POSS and the RASS only captured two domains, response to physical or auditory stimuli. In terms of haemodynamic and respiratory stability, only six out of the 27 scales captured this domain, which was focused primarily in the intensive care patient populations (Varndell et al., 2015) . The nurses within the current study spoke about constantly watching the haemodynamic and respiratory functions of the patients by observing the patient and not focusing as much on the monitors. The characteristics from their observations extended beyond arousability to the patient's haemodynamic stability, respiratory stability, movements or muscle tone, ability to interact and safety.
In terms of the effect of opioid-induced sedation on movement, motor function or muscle tone, the published sedation scales used within practice fail to capture this domain (Varndell et al., 2015) . Agitation is an established component of some sedation scales that focus on intentional sedation within areas such as critical care, which doesn't capture the general PACU patient population. Nurses from the present study did tell stories about patients with agitation related to sedation, but also acknowledged the strong relationship between agitation and emergence from anaesthesia. Nurses from the present study describe a patient who is over-sedated or heading towards respiratory territory as limp, floppy or lacking muscle tone.
Although these findings cannot be generalised to all patient populations, this area requires further exploration.
In terms of the ability to interact and safety were not components captured by any current scales with one exception being the Vancouver Interaction and Calmness Scale (VICS) for adult mechanically ventilated patients which does include the ability of a patient to interact with their healthcare provider (Varndell et al., 2015) . The stories told by the nurses in this study focused on post-operative patients and did not capture the ventilated patient populations. The VICS was developed for the ICU setting with a focus on calmness and interactions of patients and was examined for internal consistency, reliability, validity and responsiveness in one study showing promise for sedation assessment in ventilated ICU patients (de Lemos, Tweeddale, & Chittock, 2000) . Further research is need to evaluate these components and their role in nursing assessment.
The findings from this study support the understanding that sedation is best monitored and assessed with increased "eyeballs on everybody" to decrease the likelihood of an adverse event occurring (P2). Ramachandran et al. (2011) found that 46.4% of patients were documented as being "alert" or "minimally sedated" on the last assessment prior to the life-threatening critical respiratory event (LT-CRE) occurring which validates how sedation level can advance quickly without increased monitoring. Nurses' stories within the current study related to this fine line they walk in terms of patient care, where things can change in a moment, in terms of the patients dynamics.
The POSS has been found to be most commonly adopted as the scale of choice within the current literature; due to its ease of use and direction regarding opioid administration. The reliability of the POSS, although found to be significant at α = 0.903 has only been tested in one study to date, and lacks the responsiveness in capturing discrete changes in patient's level of sedation (Dunwoody & Jungquist, 2018; Nisbet & Mooney-Cotter, 2009 ). From various reviews of the literature, the use of sedation scales is targeted for only highly acute patients, suggesting that there could be some form of risk stratification for adverse events related to opioid-induced sedation and advancing respiratory depression (OISARD) (Dunwoody & Jungquist, 2018; Jungquist et al., 2014; Willens, Jungquist, Cohen, & Polomano, 2013) . The implications from this study infer that the PACU setting may be the ideal environment for research into this form of risk stratification, while previous studies regarding adverse events regarding OISARD have tended to exclude any events that transpired in the PACU (Pawasauskas, Stevens, Youssef, & Kelley, 2014) .
Nurses in the study adapted their practices around pain management with opioids; based on their common meanings of the sedation, incorporating practices such as giving small, incremental doses, changing the drug, watching and waiting to meet the needs of their patients as they walk the fine line that they practice on. The nurses within the PACU are always interpreting and their practical understandings and knowledge continue to be iterative based on their experiences. Benner (1984) denotes this experience as the expertise embedded within clinical practice and reinforces that clinical expertise is central to the advancement of nursing practice and science.
Other nursing theorists may have described this method of thinking and knowledge as "nurses' intuition" or "know how" (Benner, Hooper Kyriakidis, & Stannard, 2011; Chinn & Kramer, 2011; Tanner, 2006) . This study emphasises the richness of knowledge embedded within the twenty PACU nurses interviewed. This knowledge and expertise regarding the meaning of sedation requires further dissemination to further advance the science of pain management forward, capturing practices levels from novice to experts.
| LIMITATION S
The knowledge generated from this qualitative study was revealed from 20 expert PACU nurses' stories. The geographical setting for this study was limited to the Ontario, Canadian setting. The knowledge gained is not generalisable but may be transferrable to other areas of nursing once explored as hermeneutic methods dictate.
These limitations may affect the scope of findings for this study, but identify further insight into the field of sedation assessment and act as a catalyst for future studies. | 113
| CONCLUSION S
| RELEVANCE FOR CLINICAL PRACTICE
Nurses have struggled for some time with achieving a balance between quality pain management and opioid-induced sedation and advancing respiratory depression (OISARD). This research has implications for healthcare providers to better assist with the achieving that balance. The work generated from this study offers the concept of opioid-induced sedation known to current practices and nursing textbooks further depth and concreteness. It incorporates the complexity of the patient-nurse dynamic, while being housed within logical assessment and interventional strategies based on their shared practices within the PACU.
